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This study evaluated the effectiveness of using noninvasive
intervention strategies, as administered by a social work practitioner,
to enhance successful pain management among the hospice client
population. The study was based on the assumption that successful pain
management among hospice clients is dependent upon noninvasive social
work interventions for three reasons: a) not all sensations of pain can
be successfully addressed by invasive medical, pharmaceutical
interventions; b) noninvasive interventions of social workers are "self-
empowering," reinforcing the client's full control of self, environment,
treatment, and death; and c) theory and practice methods for noninvasive
strategies are grounded in a general systems theory paradigm.
A "B," intervention only design was used. The questionnaire was
created by the researcher and administered by four interviewers to a
select group of hospice clients in the Atlanta Metropolitan area.
Descriptive analysis was used to see if successful pain management was
improved by the intervention of noninvasive strategies. The researcher
found that noninvasive interventions of social workers have a moderate
impact on successful pain management among the hospice client
population. The conclusions drawn from the findings suggest that the
approach taken by social workers, to give palliative care by addressing
the psychosocial concerns of the client, maybe a valuable component of
the interdisciplinary hospice team and clearly warrants more research.
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Statement of the Problem
The National Hospice Organization estimates that more than 2000
United States hospices serve more than 340,000 terminally ill persons
and their families each year." Hospice is a "philosophy of care, not a
place of care."^ As an interdisciplinary support service program,
hospice uses palliative or noncurative methods to enhance the quality of
life and dignity of death. Palliative care "implies alleviation of
distressing or painful symptoms associated with physical deterioration
and infirmity" and "combines empathic care and professional
understanding directed towards the physical, emotional, and spiritual
needs of both patient and family."^ The client, defined as and
inclusive of the patient and the primary care giver, becomes the focus
of service. The objective of service is to facilitate pain management
and to assist the client to be as comfortable as possible. A terminal
diagnosis and a physician's referral are required for most hospice care
programs to begin. The patient's primary physician, the hospice team
and the client work cooperatively to manage symptomatic pain (disease
related or physical) and non-symptomatic pain (psychosocial, emotional,
spiritual). Both invasive (medical, pharmaceutical) and noninvasive
(counseling, bereavement support) modalities of pain management are
^National Hospice Organization information specialist, interview
by author, by phone, 12 February 1996, Atlanta.
"Linda H. Kilburn, Hospice Operations: A Comprehensive Guide to
Organizational Development, Management, Care Planning, Regulatory
Compliance and Financial Services, (Virginia: National Hospice
Organization, 1988), 1-2.
^D. B. Allison and B. S. Gorman, "Social Work Services as a
Component of Palliative Care with Terminal Cancer Patients," Social Work
in Health Care 8 (1983): 29-44.
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used. Protocols for physical pain control are typically "stepped care"-
-technique of strictly regulated, incremental increases or decreases in
medication used to keep the patient comfortable and lucid—in approach
and invasive in application. Delivery is usually by a nurse, physician,
or designated and trained primary care giver. Noninvasive approaches
are equally productive in arresting pain. Most often the staff social
worker provides these services to the client.'*
Published literature on the subject of pain management in
hospice care, however, tends to favor one approach over the other. This
researcher has found that although symptomatic pain management by
medical professionals and pharmaceuticals is well documented,
insufficient attention is given to documenting noninvasive methods of
successful pain management. Social work practitioners provide the most
extensive noninvasive methodology in the hospice setting. Although
there is sufficient documentation regarding various tasks, skills,
roles, and interventions of the hospice social worker, insufficient
attention is given to the extent to which these tasks, skills, roles,
and interventions affect the clients' ability to manage their pain
successfully.
Significance of the Study
There are theoretical and practical consequences if such studies
are not conducted. If these literature gaps are not explored, the
significance of social worker interventions, as part of a collection of
noninvasive pain management options, will continue to be under¬
documented. Further, the clients' quality of care will therefore
continue to be viewed compartmentally instead of from a wholistic.
General Systems Theory paradigm of managed care. In addition,
professional literature supporting the equal value of noninvasive
‘*Kilburn, 1-2.
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palliative strategies will continue to take second place to invasive
procedure documentation. Likewise, if the current patterns in
documenting hospice practice continue, social workers will be getting
their theoretical foundation for practice from professional nurses and
not professional social workers. Finally, the politics which support
the clients' ability to manage pain will continue to present the medical
paradigm (invasive pharmaceutical resources for pain management) as the
primary methodology of successful pain management. There are also
implications for practice if this study is not conducted. Practice
procedures and protocols within the hospice setting will continue to be
dominated by the results of invasive medical interventions. Future
changes in practice procedures and protocols will likewise be developed
from a perspective that is less than wholistic (i.e., inclusive of all
hospice disciplines). Indirectly, social work practitioners will
continue to be devalued as professionals, and the results of their
noninvasive strategies will depreciate in value as well. It is thus
imperative that the results of the noninvasive interventions of social
work be more than casually observed and understood to work. Insight
into the significant practical impact of this study and the client's
response to a collection of noninvasive interventions should be better
documented.
Purpose of the Study
This study seeks to examine the role that social workers play in
assisting hospice clients. More specifically, this study seeks to
evaluate the effectiveness of using noninvasive intervention strategies,
as administered by a social work practitioner, to enhance successful
pain management among the hospice client population.
CHAPTER 2
LITERATURE REVIEW
Within the context of the hospice setting, noninvasive
interventions play a critical role in successful pain management. A
selective review of literature examines, though not exhaustively, the
critical role that noninvasive interventions play in successful pain
management by looking at three areas: (1) prevalence of pain management
in the hospice client population; (2) components of noninvasive pain
management interventions, as delivered by the hospice social worker--
assessment, treatment/intervention, bereavement support—which effect
pain management; and (3) various interventions as delivered by other
interdisciplinary team members, e.g., nurse, chaplain, volunteer, etc.
Pain Management among Hospice Clients
Pain is a given for hospice clients. Statistical data are
available about the varying degrees of pain and types of pain
experienced, in both a qualitative and a quantitative form. However,
these studies are often dated; they focus primarily on cancer patients
and not the broad range of terminal diagnosis in hospice care; and they
conclude nothing but the obvious: there is pain. This omnipresence of
pain puts successful pain management at the heart of all patient and
family activities. Pain management, as well, becomes the crux of all
palliative/comfort care promoted and provided by hospice staff.
According to an exploratory descriptive study on pain in home hospice
patients, Dobratz, Burns, and Oden indicate pain to be "the most common
presenting symptom in hospice inpatients, a significant symptom in home
hospice patients, and a problem in the management of the home cancer
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patient."^ Pain is inclusive of both disease symptoms (such as bone
pain from metastatic disease, neuropathic pain from nerve injury, muscle
spasms, intracranial pressure, or voluntary muscle spasm pain) and
psychosocial symptoms (such as anxiety, depression, stress, phobias,
lack of adjustment to illness, inadequate home support, or fear).“
Disease pain includes pharmaceutical side effects such as vomiting,
nausea, dry mouth, constipation, dyspena (difficulty in breathing),
confusion, anorexia, bed sores, weakness, dysphasia (difficulty in
swallowing), dry eyes, death rattle, sensory loss, change in skin color,
and coma.’ Noninvasive interventions have no such overt physical side
effects. Clearly successful pain management is a top priority in
hospice care. The degree and method of pain management is under the
control of the client. The client determines to manage pain in the
context of hospice care based upon his or her understanding of and
acceptance of the hospice philosophy of palliative not curative
measures. Pending the acceptance of the philosophy of hospice, patients
then are able to utilize both invasive and noninvasive strategies to
address the ever present pain and its multifaceted manifestations.
Facilitation of strategies for both invasive and noninvasive
pain management is the key to a client's successful management of pain
via palliative interventions. Client control or self-determination in
choosing the kind, duration, intensity, frequency, and even messenger of
the intervention is carefully protected within hospice. Hospice
practitioners suggest that intervention options should be guided by
several general principles: "Believe the patient's complaint of pain";
"Elicit a careful history of pain"; "Assess for psychologic and social
■"Marjorie C. Dobratz, Kathleen M. Burns, and Rollin V. Oden,
"Pain in Home Hospice Patients: An Exploratory Descriptive Study," The
Hospice Journal 5 (1989): 117-31.
“Ibid., 126-27.
^Gary Johnson, "Symptoms Relief in Palliative Care," Caring
Magazine 12 (1993): 64-9.
factors confounding the patient's expression of pain"; "Perform a
careful medical and neuralgic examination in addition to reviewing the
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results of various diagnostic procedures"; "Evaluate the extent of the
disease"; "Manage the pain symptoms during the assessment to facilitate
the diagnostic workup"; "Diagnose the cause of the pain and then outline
and initiate a therapeutic approach"; and "Assess pain continuously with
treatment."^ For Dobratz, Burns, and Olin, the "assessment of pain and
its effects in the terminally ill population assumes a high priority in
home hospice care."^ These principles, particularly assessment, make
for a balanced and effective intervention strategy. The literature
review continues with a discussion of available pain management
strategies: those components of a noninvasive methodology as delivered
by the hospice social worker and those interventions provided by other
members of the interdisciplinary team.
Components of Noninvasive Pain Management
Hospice social work frequently takes the lead in providing
options for noninvasive pain management strategy for palliative care.
It is not uncommon to find licensed and/or clinical social workers who
are directors of client services or are supervisors to the chaplain and
volunteer coordinators within the hospice organizational tree. Social
workers are typically expected to be administrators as well as
practitioners. In addition to these duties social workers can be
expected to do research: keeping current on professional standards,
client resources, and justifications for programming as determined by
means of statistical data. Such expectations or responsibilities are
due in part to the social worker's professional understanding: 1) their
particular professional standard; 2) both psychosocial (bereavement,
'^Robert E. Enck, M.D., The Medical Care of Terminally Patients
(Baltimore: The Johns Hopkins University Press, 1994), 93-5.
^Dobratz, et al. 117.
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loss, family dysfunction) as well as psychiatric (depression, mental
disorders, suicide, anxiety) aspects of service; and 3) an awareness of
cultural beliefs regarding appropriate death, perception of quality of
life, feelings, and the family agenda. Each of these three key points
guides the specific roles, tasks, skills, and interventions of the
social work practitioner.
Social worker interventions are shaped by the particular
professional standards set forth by the National Association of Social
Workers (NASW) in both its Code of Ethics and Standards of Practice. At
present there is no specific NASW publication for the social worker in a
hospice care setting. The most applicable set of guidelines is that for
"In Home Health Care" from NASW Standards for Social Workers in a Health
Care Setting. Social workers 1) "shall have knowledge of chronic,
acute, and terminal illnesses . . . and the resultant age-specific
impact on individual and family systems"; 2) "shall support and advocate
for appropriate home health care . . ."; 3) must have a graduate
degree (or baccalaureate depending on agency); 4) must be part of an
interdisciplinary team; 5) "shall work to achieve an appropriate
continuum of care"; and 6) must provide service to client population,
staff of agency, and community.'" Mention of these standards may seem
unrelated to pain management interventions, but these standards help
maintain a quality of care and quality of service. Furthermore, the
skills of social work practitioners, as dictated by the standards, are
recognized and reimbursed on a level equal to that of nurses and other
skilled care by Medicare, an indication that social services are a
necessary and equal partner in maintaining the patient's total health
care system.
"NASW Health Quality Standards Committee, "NASW Standards for
Social Work in the Health Care Setting," (Washington D.C.: 1995), 27-30.
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Noninvasive methods attempt to resolve both psychological and
psychiatric concerns which may contribute to sensations of pain. Turk
and Feldman (1992) present the psychological principles which affect
perception of pain. They assist the presence of a reciprocal
association between pain and psychological distress in terminal
patients. Pain, physical and social, is subject to modulation by
addressing psychological variables: control, expectancy, anxiety,
symptom preoccupation, perceived self-efficacy, and contingencies of
reinforcement. Manipulation of these variables within an
interdisciplinary team approach can offer patients the opportunity to
rename/relabel noxious sensations as other than pain and move to engage
coping strategies, initiating control and self determination.^ Such
manipulation of variables can take many forms: individual and family
counseling, music or art therapy, hypnosis, breathing techniques,
meditation, and dream therapy. The most common and most easily accepted
variable is counseling. Conducting open-minded, open-ended interviews
with patient and family works well to enable the patient to tell the
practitioner the problem and probably the solution. This approach
includes inquiries about "self image, sexual and social activities,
health and well being, family and marital attitudes, housing and money
worries, issues of illness and death."® Addressing concerns of what the
clients' issues are, wants and is worried about is another approach.
Ascertaining what could bring "relief of symptoms; better support;
^Dennis C. Turk and Caryn S. Feldman, "Facilitating the Use of
Noninvasive Pain Management Strategies with the Terminally Ill," The
Hospice Journal 8 (1992): 193-213; "Nonivasive Approaches to Pain
Control in Terminal Illness: The Contribution of Psychological
Variables," The Hospice Journal 8 (1992): 1-23.
®Mary L. S. Vachon, "Emotional Problems in Palliative Medicine:
Patient, Family, and Professional," In The Oxford Textbook of Palliative
Medicine, ed. Derek Doyle, Geoffrey W.C. Hanks, and Neil MacDonald
(Oxford: Oxford Medical Publications, 1993), 577-605.
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firmer security; sustained personal and professional relationships; and
stronger morale to face the future"® is the fabric of this approach.
Psychiatric aspects have been extensively reviewed by Roth,
Breibart, and Passik (1993a, 1993b) in two articles on the subject.
Patients in advanced stages of a terminal illness are particularly
vulnerable to psychiatric disorders. Such disorders would include
delirium, anxiety disorders, panic disorders, phobias, cognitive
impairment disorders and psychiatric premorbidity. Roth and Breibart
are quick to point out that if these conditions are present prior to a
terminal diagnosis, clients are likely to experience exacerbated
responses during the course of the disease progression. Expressions of
such behavior may be related either to the progression of the disease or
to the treatment accepted (e.g., medication) or both.^''’ Cancer
patients, as previously noted, have been the recipients of extensive
research, including psychiatric evaluation. (Historically, the
experience of cancer patients has been held to be typical of other
terminal diagnosis patients, and thus the data deemed valid for
comparison with all types of terminal care concerns. This belief is
changing as AIDS research reveals significant differences.) Research by
the Roth, Breibart, and Passik indicates that cancer patients are very
susceptible to psychiatric emergencies. The authors report that
"approximately 25 per cent of all cancer patients experience severe
depressive symptoms, with the prevalence increasing to 77 per cent in
those with advanced illness. Cancer patients with pain are also
"twice as likely to develop psychiatric complications of cancer than
®Ibid., 586.
^’Andrew J. Roth and William Breibart, "Psychiatric Emergencies
in Terminally Ill Cancer Patients," In Hematology/Oncology Clinics of
North America "Pain and Palliative Care," ed. N. Chevny and K. Foley
(Philadelphia: Harcourt Brace and Company, 1996), 235-45.
^^William Breitbart and Steven D. Passik, "Psychiatric Aspects of
Palliative Care," In The Oxford Textbook of Palliative Medicine, 609-15.
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patients without pain.""“ In practice, psychiatric complications are
often "unlooked for" and demand unexpected attention during the crisis.
The solution to most psychiatric concerns, even within hospice care,
consists of invasive pharmaceutical interventions.^'* The reasoning for
this choice was not made clear in this article. However, it should be
noted that the choice of pharmaceutical strategies may be in response to
critical time factors associated with the progress of an individual's
terminal diagnosis. It is also important to note that, unlike social
work, psychiatric services are not required to be provided according to
Medicare Certified Hospice guidelines. Reimbursement is possible on a
case-by-case basis with the request of the attending physician. This
process is often initiated by the social worker.
In a separate article, "Psychiatric Aspects of Palliative Care,"
Breitbart and Passik make strong recommendations for non-pharmacological
treatment of the previously discussed psychiatric disorders among
terminally ill patients. Their list includes but is not limited to
psychotherapy, behavioral interventions, "relaxation, guided imagery,
and hypnosis which may help to reduce anxiety and thereby increase the
patient's sense of control. The goal of these strategies is to
mobilize patients' inner resources; decrease their sense of isolation;
correct misconceptions of past and present; integrate the present
illness with total life experiences; and explore issues of separation,
loss, and the unknown. It is important to note that this regime of
treatment strategies is identical to those of the social worker, the
difference being that the social worker is not able to prescribe
medication or give medication to the client.
"■*Ibid., 609.
^■'Roth and Breibart, 235-45.
^‘'Health Care and Financing Administration, "A Guide for
Congressional Staff to the Medicare and Medicaid Programs," (1995): 1-
17.
^"'Breitbart and Passik, 612.
""Ibid., 612.
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Noninvasive treatments, both psychosocial and psychiatric, are
not without their own barriers. Patients and families may hold a less
than favorable conception of nontraditional or noninvasive strategies.
Their concept of pain may be one-sided, believing that pain has to do
with the disease alone. Assisting clients to broaden their
understanding of pain can bring about acceptance of alternative
strategies and of the nonmedical health care professional. Some clients
may be pessimistic about the efficacy of nonpharmacological strategies,
assuming, for example, that they will not work or did not work in the
past. Religious beliefs and attitudes, for some, would hinder
noninvasive treatment; clients may see faith in God being replaced by
faith in the individual with the use of noninvasive or psychological
strategies. Cognitive limitations, meaning limited intellectual
resources, could also determine a client's decline of psychosocial or
noninvasive interventions.^^
What can make the difference in successful pain management is
the social work practitioner's awareness of cultural issues. Julia
Neuberger reminds her reader of "considerable cultural variations
between people of different faiths, ethnic backgrounds, and national
origins in their approach to terminal illness."^' When settling in a
culture which is different than their culture of origin, persons tend to
adopt the dominant culture's practices except in events of birth,
marriage, and death. Palliative care is varied among different
cultures. How a client manages terminal illness and palliative care can
be complicated by the "attitude of government authorities, both local
and central, to various religious practices" or individuals who choose
not to follow tradition at the time of death and are met with religious
^^Turk and Feldman, 198-203.
Julia Neuberger, "Cultural Issues in Palliative Care," In The
Oxford Textbook of Palliative Medicine, 507-13.
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authorities who demand otherwise.^® It is incumbent on the social work
practitioner to remember that every religious practice is subject to
change based on individual's practice of faith. The exception is
"countries which are truly monocultural, monolithic in the power of
religious authorities, and where personal preferences on the part of the
dying person are disregarded for the sake of the community. Having
made this point, Neuberger is careful to note that all too commonly, the
faith practices at death are different than a particular religious
tradition might dictate. Her recommendation, at this point, is to
follow the wishes of the dying person: just ask.
Similarly, Vachon notes the importance of having a working
knowledge of beliefs about appropriate death; perception of quality of
life; and feelings of depression, anxiety, stress, grief, and the family
agenda.The face of death in the United States is changing. In part
these changes have to do with increased life expectancy, changes in
causes of death and how society encounters death (institutions vs.
home). Attitudes towards death have shifted from "tame" or familiar in
the Middle Ages toward being "violent" or forbidden in the present.
With changes in America's health care system, attitudes towards death
may be cycling back to being "tame." How an individual, e.g., the
hospice client, understands the people, places, symbols, rituals, time
and objects of death determines if death is appropriate and healthy.
Clients frequently equate good quality of life with no pain and poor




““Avery Weisman, "Appropriate Death and the Hospice Program,"
The Hospice Journal 4 (1988): 65-77; and Douglas Smith and Michael F.
Maher, "Achieving a Healthy Death: The Dying Persons Attitudinal
contributions," The Hospice Journal 9 (1993): 21-33; and Charles A.
Corr, "Death in Modern Society," In The Oxford Textbook of Palliative
Medicine, 28-36.
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Quality of life (QOL) involves more than feeling good or poor in
relationship to physical pain experienced. QOL reflects a broad
biopsychosocial patient-centered paradigm inclusive of psychological and
sociological dimensions as well as disease and treatment symptoms. QOL
includes physical functions, emotional or psychological functions,
social functions, financial impact of a disease, body image and sexual
function, spirituality, and symptoms of a disease or its treatment.
Therefore, a client's measurement of QOL is both subjective and
culturally prompted and is subject to shift on a day-by-day basis."'
Although QOL is often predetermined by family or physician, the
patient’s perception is key to providing successful noninvasive
measures. QOL asks that attention be paid to the conditions under which
a person dies, the attitudes of the primary care giver, the professional
standards of the health care providers, and the "ability of the dying
person to control or modify the circumstances of their death.QOL is
the ethics of terminal care. Understanding QOL fully is difficult even
for the experts. Ferrell (Ph.D., R.N., F.A.A.N.)et al. give the
following definition of QOL: "The prevention and alleviation of physical
and mental suffering, and the presence of a supportive network of
informal relationships.For Dr. Martocchio, a nurse, QOL is
encapsulated in the catch phrases "good health," "dying with dignity,"
and "healthy dying.""'’ Conceptualization of the client's QOL is often
determined by feelings or emotions. It is personal. Fear, stress,
anxiety, anger, depression, and loneliness all express natural responses
to change, danger, pain and loss of control. The intensity, frequency,
"'Jennifer J. Clinch and Harvey Schipper, "Quality of Life
Assessment in Palliative Care," In The Oxford Textbook of Palliative
Medicine, 61-70.
"'^Benita C. Martocchio, "Agendas for Quality of Life," The
Hospice Journal (1986): 11-21.
"Betty Ferrell, Marcia Grant, Geraldine Padilla, Sunil Vemuri,
and Michelle Rhiner, "The Experience of Pain and Perceptions of Quality
of Life: Validation of a Conceptual Model," The Hospice Journal 7
(1991): 9-23.
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and duration of such expressions will determine the approach of
noninvasive measures and the response of the client.
The family is an important ingredient to consider in noninvasive
care. For Warner, family (as defined by the patient) is essential to
noninvasive treatments and the management of pain. Families need
accurate information, facilitators or facilitation skills for effective
decision making, and specific noninvasive techniques to assist the
patient in the management of pain. With education the family gains a
conceptual framework for managing pain, increasing predictability of
pain and gaining motivation to try alternative strategies. Focusing on
clear decision-making processes enhances the family/patient unit's
ability to communicate regardless of the emotions or pain. Empowering
the family with techniques such as progressive relaxation, time
management, distraction techniques, proper analgesic compliance, and
guided imagery maintains a sense of control and independence during this
time of crisis."^ In real families any intervention can meet with
resistance. Warner recommends "reframing" the intervention based on
family strengths, not weaknesses. Another suggestion involves looking
toward goals from a quality of life perspective, not a curative one.
Even with some resistance, a direct result of involving the family in
pain control is an increase in their "effectiveness as caregivers,"
which "improves their own quality of life."'® Another bonus is the
patient's sense of being a part of the pain management process. Even
though this individual is actively dying, he or she is still part of the
care team and able to make valuable contributions. All too often
"''Martocchio, 11.
‘^Milton Buschman, "Psychosocial Issues in the Care of Terminally
Ill," In Hospice: Complete Care for the Terminally Ill, 2nd ed., ed.
Jack M. Zimmerman (Baltimore: Urban and Schwarzenberg Press, 1986), 77-
89.
"’’jan Earl Warner, "Involvement of Families in Pain Control of
Terminally Ill Patients," The Hospice Journal 8 (1992) : 155-169.
"®Ibid., 155.
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hospice families are at risk for developing stress-related problems.
Clearly involving the family in the management of pain through
noninvasive measures is not only helpful to the primary patient but also
preventive medicine for the surviving family members. Likewise, guiding
patients to cope with pain more effectively improves quality of life as
well as reducing the stress on families.'*® Overall, the family system
(structure and dynamics)®^ becomes a valuable resource for the hospice
staff, particularly the social work practitioner. It is unjust to imply
that the experience of the family is exclusively the role of support and
stability. Family members have many concerns: emotional strain,
physical demands, uncertainty, finances, fear of the patient dying, and
finding ways to comfort the patient. As the illness progresses family
needs are acute as well: family members need to be with and helpful to
the dying person, receive assurance of the dying person's comfort,
ventilate emotions, be informed and receive comfort and support from
family and professionals involved. To maintain the intrinsic value of
family resources within hospice and not exploit those resources, the
skills of communication, risk assessment and appropriate interventions
can decrease the burden of care.’"
Communication among family members, patient, and health care
professionals is the determining factor of any noninvasive technique.
Clear, direct, intentional communication places pain both in perspective
and in the control of the client. Communication or its lack can
determine if a client is informed of "client" rights and experiences
autonomy/self-rule and self-determination.'"' In the hospice setting,
communication is not always uncomplicated. Barriers for the patient can
’’ibid., 169.
’’julie Meranze Levitt, "The Conceptualization and Assessment of
Family Dynamics in Terminal Care," The Hospice Journal 2 (1986): 1-19.
’“Vachon, 592-7.
”Hana Osman and Terry M. Berlin, "Patient Self-Determination and
the Artificial Prolongation of Life," Health and Social Work 19 (1994):
245-52.
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include lack of experience with death in the family, high expectations
of health and religious convictions. Barriers for the health care
professional could be fear of being blamed, fear of his or her own
death, fear of causing a reaction, and fear of acknowledging fear.
Productive communication between practitioner and client is enhanced by
such factors as the practitioner's awareness of physical context,
introductions, body language, who does the talking, toleration of short
silences, empathy rather than sympathy, and presentation of self during
a visit. Palliative care, particularly noninvasive strategies, usually
involves two specific communication tasks: to relay medical information
the task of the medical staff, and to listen for affect and pain
sensations, the appropriate task for the social work, chaplain or
volunteer staff. How the practitioner listens, responds, follows and
leads the client can make a significant difference in the quality and
type of noninvasive care.^^
The overall noninvasive method of intervention given by social
workers is shaped by the technical aspects of roles, tasks, and skills.
The role of the social worker is shaped by three forces: non-medical
social goals, skills required to meet these social goals, and the
expectations of client and other team members. As physical pain is
lessened or controlled by medical care the non-medical needs can be
addressed. These include the patient/family unit's need to express
emotional pain, explore spiritual pain, and get practical help. Team
members other than a social worker could and do address these needs.
However, social work practitioners make a particular contribution to
hospice care. First, their presence in the client's domain is
determined by the client, not by their professional role. Second,
patients are part of a social network. Its history and variety of
'^■^Robert Buckman, "Communication in Palliative Care: A Practical
Guide," In The Oxford Textbook in Palliative Medicine, 47-71.
17
resources enable them to respond to their present circumstance. Third,
social workers have an understanding of how the patient/family unit will
be affected by the law and other social institutions. Expectations of
and attitudes toward social workers are varied. Society knows social
workers as manipulators of institutions to the advantage of clients.
Colleagues (e.g., nurse, doctor, administrative staff) in hospice care
expect social workers to address emotionally exhaustive client
situations and act as a safety net.^'
The core of social work tasks is most often assessment. The
scope of an assessment will include the individual, the family, physical
resources, and social resources.'”' Rusnack, Schaefer, and Moxley
(LMSWs) describe this process as promoting "safe passage" for their
clients. They describe five phases of assessment: 1) identification of
high-risk characteristics; 2) assessment of patient, social environment,
and barriers; 3) determination of a plan of action; 4) response to
persons-in-hospice-situation; and 5) evaluation/process analysis. This
working paradigm is expected to anticipate needs, follow through,
identify and take action against eco-systemic barriers and create an
environment for patient/family unit's best interests.''^ One aspect of
the assessment omitted by the 'safe passage' model is social history.
Lusk, also a social worker, finds an extensive patient/family history to
be the cornerstone of assessment. For this author, awareness and use of
physical resources and the ability/level of psychosocial functioning is
predetermined by each client's history. Working with this historical
paradigm, the practitioner can assess and "manipulate" (Turk and
Feldman) the client's defense mechanisms (denial, rationalization.
'^Barbara Monroe, "Social Work in Palliative Care," In The Oxford
Textbook in Palliative Medicine, 565-74.
;;’'lbid., 565.
’^Betty Rusnack, Sarajane Schaefer, David Moxley, "Hospice:
Social Work's Response to a New Form of Social Caring," Social Work in
Health Care 15 (1990): 95-119.
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projection, transference, intellectualization, repression, and
regression) to attain a degree of resolution and peace within the dying
process.’*^ Teaman and Ward, Fishman, and Loscalzo, in three separate
articles, suggest a multidimensional, cognitive behavioral paradigm as
an approach to assessment. Such an evaluation would include cognitive,
behavioral, sensory, and emotional responses as well as coping
strategies, consequences, maintenance variables, onset and development
of pain, and the setting or meaning of pain. This approach also
recognizes that pain (sensory response) and suffering (a state of mind)
are not the same, and that patient/families have or can develop
personal control over thoughts, feelings, and behaviors. This
methodology is practical as well as theoretical. It teaches clients
active coping skills and "tricks" to modify thoughts and attitudes to
manage pain in noninvasive modalities.'''
The skills of the social workers in the hospice setting are
typically based in a strong professional foundation. Skills include
listening, writing, advocating, mediating, teaching, modeling behavior,
negotiating, and being a team participant. These types of skills are
most often demonstrated in the quality (not quantity) of interventions
offered. Interventions provided by social workers are often time
limited, problem focused, and very practical; they are considered
professionally valid and reliable.'*'’ As implied previously, how these
interventions are received hinges on the practitioner's ability to relay
■'^'Mark W. Lusk, "The Psychosocial Evaluation of the Hospice
Patient," Health and Social Work 8 (1983): 210-218.
’’^Blake Teaman and Clay Ward, "Assessment of the Terminally Ill
Patient with Pain: The Example of Cancer," The Hospice Journal 8 (1992):
49-71; and Baruch Fishman, "The Cognitive Behavioral Perspective on Pain
Management in Terminal Illness," The Hospice Journal 8 (1992): 73-89;
and Matthew Loscalzo, "Psychological Approaches to the Management of
Pain in Patients with Advanced Cancer," In Hematology/Oncology Clinics
of North America "Pain and Palliative Care," ed., Nathan Chevny and




information and communicate effectively. Effectiveness has all to do
with education and training. For Sheldon, the educational training of
social worker encompasses how emotional attachments are formed, how
quality of attachment influences development, and how disruption of
attachments affects an individual. A grounding in sociology and history
(family history) is important, particularly as these areas relate to
cultural attitudes of death, dying, and bereavement. Ethics and legal
issues of palliative care complete the list of focus areas for Sheldon.
The contribution by social workers begins most often with an assessment
and continues based on a client's wishes. Interventions or treatments
such as individual/group counseling, financial resource management,
relaxation techniques, client education, social support, funeral
arrangements/death plan, client advocacy, and crisis intervention are
provided based on the assessment and the desire of the client.
Interventions by social workers can go beyond direct service to
the client by way of in-direct services. Social workers are often in
advocacy roles for a higher quality of service from a medical equipment
supplier or concerning reimbursement from an insurance agency. The
social worker provides counseling for a fellow staff member who has
difficulty facing one more death but has to make another visit. The
social worker writes new hospice policy and procedures to insure
compliance with discipline standards or implementation of a new program
of service. In these indirect ways the social worker assists the client
in managing pain by tending to the support structures that keep the
standard of care at the level to which the client has become accustomed.
Within the first seventy-two hours of a family system becoming a
hospice client a psychosocial assessment is required (by Medicare
Certified Hospices) to be done by the social worker. By interviewing
^^Frances Sheldon, "Education and Training for Social Workers in
Palliative Care," In The Oxford Textbook of Palliative Medicine, 791-4.
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the patient and family through the use of the psychosocial assessment,
the social worker teaches or enforces for the patient/family unit the
idea that the health of their individual self and the whole family
system is important. During that interview the family also learns what
to expect of the social worker within the hospice program. The
information from the interview is used by the social worker to generate
a practice "base line" (much as a researcher would do in setting up a
single system design study) before interventions are administered within
a given client system.
Based on the initial visit, plans are made between the client
and the social worker regarding how the social worker can best assist
the family. The options are endless, including getting a volunteer,
assisting with financial planning, making funeral arrangements and
helping to plan the service, sitting with the patient while the primary
care giver goes on errands, reading, writing letters, running errands,
guiding relaxation exercises (such as meditation or breathing),
contacting family, running interference for the patient with family, and
counseling. Each of these components is offered individually yet as
part of an intentional pattern of care, building upon the preceding
component or intervention yet standing alone for that particular visit.
As administered, these interventions are each potentially capable of
independently or collectively reducing the client's level of pain. The
seemingly arbitrary introduction of any intervention is due to the rapid
progression of the terminal diagnosis and pending prognosis. A strategy
planned for a subsequent visit can be overridden by a new or more
pressing concern indicated at the time of the visit. The combination,
intensity, frequency, and duration of options are always controlled by
the client.
Counseling is by far the most commonly used service. Social
workers listen to and guide the patient and family toward the resolution
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of issues concerning pending death; unresolved family concerns; and
fears around self image and loss of control. Concerns with resources,
depression, anger, anxiety, hope/faith, safety issues, guilt,
hopelessness, and the impact of illness encountered are also common
topics. Counseling is also the most consistent intervention, beginning
at the start of care and continuing through the bereavement period of
the family.
Literature on general bereavement is abundant. By definition
bereavement "is the situation of anyone who has lost a person to whom
they are attached."^" Theoretically, bereavement support begins after
the death of the patient. The practice of bereavement support begins at
the start of care for the hospice client. From this beginning the idea
or concept of acknowledging death as part of the natural cycle of life
is possible. The process of acceptance of death, grieving loss, anger,
denial, and so forth is recognized to begin long before the actual event
of death. Parkes gives a broad overview of bereavement support and how
it is generally perceived and implemented. The process of support for
the bereaved begins with an assessment. Services provided address a
broad spectrum of human response including shock, grief, abnormal grief,
mourning, chronic grief, numbness, post traumatic stress, conflicted
grief, pining, disorganization, and eventual recovery. Bereavement
programs typically are implemented by social workers in hospice care.
Interventions provide reassurances about the normality of grief, with
ample opportunity for allowing the bereaved to do most of the talking.
This continuity of service is not provided by any other hospice staff
member. After the patient's death usually the social worker is not the
only staff person to continue contact with the family. Volunteers,
nurses, and chaplains can participate in this process as well. At least




twelve months of bereavement support service of some sort is required by
Medicare Certified Hospices agencies. In a program established by the
Bereavement Coordinator, usually a LMSW or a LCSW, contact can range
from twelve to eighteen months. The continued services of support
groups, seasonal mailings, in-home visits, counseling, memorial
services, retreats, and phone calls enable the family to grieve.
Other Interdisciplinary Team Interventions
Within any given hospice a chaplain, volunteers, CNA's and
medical personal {e.g., doctor and nurse) are on staff in addition to
the social worker as part of its interdisciplinary team. The
interventions of both the chaplain and the volunteer, though different
in task and role from social work, are also noninvasive in method. Of
greatest contrast to the social worker in task and role is that of the
medical personal, whose methodology is invasive. This literature review
continues with a brief overview of each discipline and its particular
impact on successful pain management.
Chaplains in hospice attend to the spiritual issues of the
client population in the broadest sense. Their presence on the team
indicates an understanding that palliative care is inclusive of
physical, emotional, psychological, and spiritual dimensions. As with
each member of the team, the role of the chaplain is determined by the
individual patient. His or her contribution to the client as pastoral
or religious counselor addresses issues of faith, life beyond death,
fear of death, hope, grief, loss, and bereavement from an inter-faith
posture. This position is primarily a listening role through which the
client can explore unresolved conflicts or "business" of a spiritual or
religious nature. Chaplains have the daunting task of asking people to
assess their understanding of the meaning of life and existence and
listening to the response. The chaplain's unique spiritual orientation
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can at times be more satisfying than the interventions of the social
worker or nurse. An "other-worldly" quality, captured and shared
through prayer and rituals/sacraments, is not part of social work or
nursing roles and can be comforting to the patient and family. As
requested, the chaplain can assist family in making funeral and burial
arrangements, contacting family and performing the funeral."*^ If
accepted by the client, each of these points of contact, however brief,
may be a time of providing comfort and assisting with pain management.
Chaplain notes are considered part of the medical record and serve to
address emotional and spiritual concerns which to some degree impact
successful pain management for the client.
Volunteers are considered members of the team as well. In fact.
Medicare requires a Medicare Certified Hospice to utilize volunteers in
5 A of the direct care of the total client populations.'*^ A good
volunteer program is founded on strong leadership, skilled training,
role definition, provisions for continuing education, regular support,
and staff education with regard to how to use volunteers.'*’" Volunteers
do not replace pain staff but augment and complement the staff. Their
task can fall into any of the following categories: direct service to
patient and family; administrative support; public relations and
community education; bereavement counseling; and special interests or
consulting. Training should include the philosophy of palliative care;
attitudes regarding death and dying; management of pain and symptom;
psychosocial dynamics; spiritual dynamics; family dynamics; and role.
**Peter W. Speck, "Spiritual Issues in Palliative Care," in The
Oxford Textbook of Palliative Medicine, 515-27; and Trevor Hoy, "Hospice
Chaplaincy in the Caregiving Team," In Hospice Care: Principles and
Practice, eds. Charles and Donna Corr (New York: Springer Publishing
Company, 1983): 177-196; and Jack M. Zimmerman, ed.. Hospice: Complete
Care for the Terminally Ill, (Baltimore: Urbans and Schwarzwnber Press,
1986), 110-11.
'‘"Kilburn, 193-225.
^’'Balfor M. Mount, "Volunteer Support Services, a Key Component
of Palliative Care," Journal of Palliative Care Spring/Vol 8 (1992): 59-
64 .
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Their role, overall, is the same as the staff: to provide comfort and
assist with pain management to their best ability in the capacity they
serve.
In contrast to noninvasive methodologies, the nurse and medical
staff provide invasive interventions. The interdisciplinary team is
under the supervision of a medical director, an M.D. or a D.O. This
physician turns over the daily physical care to a nurse/case manager.
With each client the nurse makes observations about such details as
appetite, bowel habits, hygiene, body positioning, pain, and skin and
mouth care.^® Most important are observations of pain and subsequent
pain interventions. The program of pain management, as directed by the
nurse, typically follows an analgesic ladder approach developed by the
World Health Organization Cancer Pain Relief.Though originally
designed for a specific patient population, this basic model is
applicable to any pain control needs with regard to the process of death
for the terminally ill.
The process begins with non-opioids, then weak opioids +/- (plus
or minus) non-opioids, then moves to strong opioids +/- non-opioids,
with each phase supported by adjuvant analgesic drugs (i.e., antibiotics
or steroids). With each phase and subsequent increase specific
pharmaceutical guidelines are followed. These guidelines include
careful selection of drugs; the use in small doses first then titrated
in small increments to greater dosage; round-the-clock dosing to
maintain an appropriate level of drug in the blood stream; appropriate
anticipation and response to side effects; combinations of drugs with
multiple good effects and avoidance of those combinations which increase
‘^'Ina Ajemian, "Training of Volunteers in Palliative Care," In
Oxford Textbook of Palliative Medicine, 779 - 801; and Eve Kavanagh,
"Volunteers in Hospice," In Hospice Care: Principles and Practice, eds.





sedation; watching for tolerance levels and preventing acute withdrawal;
and expectation and respect for individual responses to pain and
medication."’*’ Each step in the ladder is closely monitored by all
hospice staff, specifically the nurses. Invasive pain management of
this type is not without complications, so the staff should be proactive
in planning for drug side effects before needed; treating side effects
in a timely manner; working to prevent acute withdrawal; avoiding
polypharmacy; and being prepared to utilize alternative treatments if
side effects are intolerable or unmanageable by a client."'" Typically,
symptomatic or disease-related pain is addressed in this manner.
Invasive treatment programs, though effective, tend to enable patients
to equate good quality of life with no pain and poor quality of life
with pain, based upon a cultural concept which implies that a medical
technology ought to be able to prevent this pain.^' Current
complementary and classical material on invasive palliative measures can
provide additional information on this topic.’’’
The test of any interdisciplinary hospice team intervention is
quality assurance around successful pain management. Pain management is
measured by each discipline, particularly social workers and nurses.
Pain levels or a client's sense of pain is measured with each visit by
the social worker or nurse. Quality assurance is standardized, valid,
and reliable. Because of its longitudinal research capabilities and
seemingly unobtrusive presence in the system, clients and staff benefit





See for example: Sheldon L. Burchman and James M. Ewens,
"Hospice Care-Critical Issues for the Future," In Practical Management
of Pain, ed., P. Prithvi Raj (St. Louis: Mosby Year Book, 1992), 491-
504; and In Oxford Textbook of Palliative Medicine; and P. Prithvi Raj,
ed.. Practical Management of Pain, (St. Louis: Mosby Year Book, 1992),
586-778; and Corr and Corr, eds., Hospice Care: Principles and Practice,
(New York: Springer Publishing Company, 1983), 55-134.
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and assessment for hospice appropriateness. During the initial visit
the intake interviewer, ideally a nurse and a social worker, determines
presenting problems and ranks the degree of both physical and
psychological concerns using a range of 0 = not a problem to 3 = a
major problem. A standardized set of tools or worksheets are used to
complete this task. The set includes a general historical-biographical
assessment; a four frame full-body diagrams (character of the human
body) to mark areas of pain; medical assessment--skin, nutrition,
respiratory, cardiac/circulatory, gastro-intestinal, genito-urinary,
musco-skeletal, neurosensory/mental status, temperature/infection, pain,
and sleep; a psychosocial assessment--caregiver/responsible party,
emotional status/coping of patient and caregiver, support system, legal
findings and funeral arrangements, finances and diversion activities;
request for volunteer; and a spiritual assessment including any request
for chaplain services. Each hospice will have a similar method of
assessing for and monitoring quality assurance for its particular client
population. From this initial information each discipline arrives at a
client-specific care plan.
Compliance with the pain management care plan can be followed
monthly, quarterly or both by either an internal committee or an
quality assurance nurse from an external agency. Successful pain
management is the goal. One hospice in the Atlanta area, for example,
takes a sample size of twenty records or 10?, of the monthly quota,
gathering information from the medical record and the pain assessment
tool in order to monitor nurses' compliance with agency standards.
Staff nurses are considered compliant when a pain assessment tool is
completed on all records reviewed, a control plan is initiated on any
patient reporting pain, and the pain rating is between 0-2 on the pain
scale for BO'A of visits for patients reporting pain. Any deviance in
27
compliance is addressed immediately by appropriate staff. ■'* Such
strictness and compliance with a standard of care insures that clients
are assisted with pain management issues immediately.
A similar quality assurance and tracking system can be
implemented for social work practitioners. Tracking successful pain
management interventions from a psychosocial perspective is also vital
to wholistic client care within hospice. An example of quality
assurance for social work interventions is tracked by another Atlanta
area hospice in the following manner. Psychosocial disciplines are
reviewed monthly with an audit of charts for continuous quality
improvement. An in-house committee made up of randomly selected
discipline staff and administration review 25% of the active charts.
The selected charts are reviewed using a standardized list of
categorical questions covering four areas: admissions, assessment, care
plan, and documentation. Any concerns or corrections are addressed
immediately. Clearly, quality assurance benefits not only the client
population but the agency as a whole.
Though not exhaustive, this literature review gives ample
justification for further evaluation of the effects of noninvasive
palliative measures as delivered by social workers in the hospice care
setting. The prevalence of both invasive and noninvasive pain
management styles for use by the hospice client population is well
known. However, most of the information was authored by nurses or
doctors, not professional social workers, and reflects the experiences
of cancer patients predominantly. The components of social work
noninvasive pain management interventions are clearly understood to be
highly observable, but little to no quantifiable data are available in
the literature to support the conclusions. The various interventions as
^""irma Douglas, R.N. and QA Nurse of Metro Hospice, interview
with author, in person, 19 February 1996.
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delivered by other interdisciplinary team members (e.g., nurse,
chaplain, or volunteer) complement the practice of social work.
Noninvasive palliative methods of social workers as presented in this
study demonstrate the importance within the total pain management regime
available to the hospice client population. Discussion continues with a
presentation of the conceptual guide for this study.
Conceptual Framework
A conceptual framework should "theoretically explain how and why
the independent variable would be related to the dependent variable.
Why is the dependent variable (successful pain management) conceptually
dependent on the independent variable (noninvasive social work
interventions)? Successful pain management is dependent upon
noninvasive social work interventions for three reasons. First, not all
sensations of pain can be successfully addressed by intrusive, medical,
pharmaceutical interventions. Noninvasive interventions are necessary
for a balanced approach to successful pain management. The noninvasive
interventions used by other non-medical hospice staff (such as chaplain,
volunteers, therapist, or psychiatrist) have been shown to impact
successful pain management positively among the hospice client
population. Moreover, the interventions of noninvasive social work are
"self-empowering", reinforcing the client's full control of self,
environment, treatment, and death during this time of crisis. Though
medication is strictly monitored, the sense of being able to help one's
self from within can be lost without active noninvasive interventions.
Likewise, hospice clients perceive the assistance of the social worker
to be beneficial and are genuinely receptive. This perception appears
to be culturally based and reinforced by the inclusion of social work
''^Jerome H. Schiele D.S.W., "Writing a Research Proposal:
Guidelines for Social Work Students"(1996), 8.
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services by Medicaid in its paid provision under hospice care. Finally,
the general systemic paradigm of noninvasive social work interventions
insures that service is not rendered to the patient only but also to the
primary care giver and other involved family members implicit in the
hospice definition of "client." One such theory is the integrative
model of Family Stress and Coping Theory, a type of general systems
theory.
Although it is not a practice theory (giving specific
interventions or techniques based exclusively on the theory), Family
Stress and Coping Theory gives cognitive direction by combining stress
theory and coping theory. Furthermore, it addresses how and why the
independent variable (noninvasive social work interventions) relates to
the dependent variable (successful pain management). The theory is
grounded in a sociological perspective which recognizes a family's
ability to grow and change. It focuses on family strengths as a means
to assist family members through life's stresses and illness by means of
family stress management interventions. Family stress theorists
recognize that a family's perception and definition of an event can
result in a state of family stress (imbalance) or crisis (blocked,
immobilized) or distress (unpleasant or disorganized). Coping theory is
introduced by the social worker when engaging a stressed family
system. The coping theory literature cites five simultaneous tasks
for the family: "1. maintain satisfactory internal organization and
communication; 2. promote member independence and self-esteem; 3.
maintain family bonds; 4. maintain and develop social supports; and 5.
attempt to control the impact of the stress and the amount of change in
the family unit." '' Within the context of hospice this integrative
theory can involve "1. direct action to reduce the number and/or
^"'Kathleen Ell and Helen Northen, Families and Health Care;
Psychsocial Practice, (New York: Aldine de Gruyter, 1990), 15-20.
^'ibid., 19.
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intensity of demands; 2. direct action to acquire additional resources;
3. maintaining existing resources; 4. managing tension; and 5.
attempts to cognitively restructure the meaning of a situation"^'* in
this case the terminal diagnosis and prognosis.
Using the aforementioned conceptual guide, this study will
evaluate the existing positive relationship between the independent and
dependent variables: as noninvasive interventions are utilized by the
client there will be an increase in successful pain management by the
hospice client population.
Research Question and Hypothesis
Based on the foregoing theoretical framework, literature review
and general purpose of the study, the following research question and
hypothesis are proposed:
Ql: Will the noninvasive interventions offered by social workers
influence successful pain management by the hospice client population?
HI: Noninvasive interventions offered by social workers will
enhance successful pain management by the hospice client population.
-®Ibid., 19.
CHAPTER 3
METHODOLOGY AND DATA ANALYSIS
As indicated by the preceding literature review, conceptual
framework, and hypothesis and research question, an examination of the
extent to which social worker noninvasive interventions impact the
hospice clients' ability to manage pain successfully is in order. The
following is a presentation of the design and sample of data collection
and the measurement tools to be used in this study.
Design and Sample
The data source, a unit of observation, will be clients using
the services of an Atlanta area hospice, one of fifteen hospices in the
greater Metropolitan area. In consideration of client confidentiality
the agency wished to remain anonymous. At present, it is one of the
largest hospice in Georgia. The agency serves a forty-eight county
area. The average daily census is 170. The staff is comprised of CEO,
administrative staff, marketing staff, hospice medical director, nurses,
certified nursing assistants, social workers, clergy, volunteers,
pharmacist, team assistants, equipment delivery personal, therapist
(physical), bereavement coordinator, dietitian, specialized nursing home
staff, and staff educators. The social work staff presently consists of
fourteen practitioners.
Because of the nature of hospice service, participants will be
selected at the agency by means of nonrandom sampling from the active
client population. A maximum of fifty with a minimum of 20 respondents'
replies will be collected over a one-month period. Respondents will
have had at least two social work visits or one month of hospice
service. An equal distribution of patients and primary care givers as
respondents will be sought. The diagnosis of the patient covers the
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range of terminal illnesses (e.g.. Cancer, Endstage Renal failure, End
Stage Alzheimer's, MS, COPD, AIDS, ALS). The clients range in age from
thirty to eighty, with the youngest being a newborn infant and the
oldest one hundred and three.
To maximize the quality of information gathered during this
evaluative study the mode of observation will be a single system
treatment phase only design. It will be used to examine the
effectiveness of noninvasive treatment on patients' ability to manage
pain successfully. Data will be collected directly from the clients.
(Since hospice client population is a system inclusive of both patient
and family/primary care giver, it is appropriate that either or both may
respond to the survey.) The interview will be conducted by the client's
primary social worker during the course of a regular in-home visit. Of
the fourteen social workers at the hospice, four social workers
volunteered to attempt to complete a minimum of five and a maximum of
ten interviews from their given active caseload. Data will be gathered
from each participant once and after the client has received at least
two in-home visits. Data will reflect client's experience with the
noninvasive intervention techniques of the social worker. The identify
of the respondent will be kept anonymous from the researcher and the
agency. The time line for the use of the tool will be as follows:
interviewers will be trained on 11-9-96 by this researcher; clients will
begin hearing about research project via oral presentation from their
assigned social worker on 11-11-96 and consent to participate by signing
a release form; interviews and tools will be conducted between 11-11-96
and 12-11-96; and results will be compiled by 12-13-96 using basic SPSS
software.
Measurement
The dependent variable of this study is "successful pain
management." It is operationalized as follows: the degree to which the
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client expresses him or herself to feel peaceful, comfortable, hopeful,
and relaxed while utilizing the noninvasive interventions offered by the
social worker from start of care until the termination of service
(thirteen months following patient death, at the end of bereavement
services).
The independent variable of this study is "noninvasive
interventions of social workers." There are several components/aspects
of interventions which are used in helping hospice clients. Operational
measures of this variable include all strategies introduced to the
client for the purpose of (a) keeping the client comfortable and pain
free; and (b) enriching and enhancing the successful management of pain
by the hospice client. These strategies are inclusive of but not
limited to the following: visitation--a minimum of two in-home visits
with client or one in-home and one phone contact per month; counseling--
participating in meaningful and substantive dialogue with client and
initiating appropriate interventions; financial counseling assisting the
family with resource management and planning; grief counseling—focuses
primarily on illness impact and related emotions; bereavement
counseling—makes preparation for the time after a patient's death;
conflict resolution—involving mediating disputes between family members
and patient or staff and patient; resource acquisitions—involves
requesting equipment or other 'creature comforts' as are necessary;
resource assistance—in the area of private insurance. Medicare,
Medicaid, or SSI benefits for both the client and the agency; and
family assistance in making funeral or burial arrangements (e.g., will,
memorial service, funeral and burial arrangements, and cremation).
These indicators will be examined by composite measure.
Sensitivity to the choice of hospice care and the time in the life-cycle
of the client system has suggested the use of a simple, ten question
scale. The survey will be administered by interview. An interview
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format was chosen to ensure that responses are gathered in an accurate,
sensitive and timely manner. The tool, created by the researcher for
this particular study is titled "Successful Pain Management With Social
Work Noninvasive Intervention Questionnaire." It uses closed ended,
categorical, simple, first-person questions. This question format was
chosen to utilize the least amount of the client's physical energy and
be as unobtrusive as possible within the sanctity of the dying person's
home, but still conduct research. Respondents are asked, with the help
of the interviewer, to choose the best answer from the choices provided.
Questions 1 asks who answered the questions (patient or primary care
giver). Questions 2-10 ask for clarification of feelings related to
successful pain management (such as peaceful, anxious, hopeful, tense,
comfortable, fearful, uncomfortable, and relaxed) using the response
"always, often, sometimes, rarely, never."
The measure is a composite of tools found in Measures for
Clinical Practice: A Sourcebook, Second edition. Volume 2, Adults and
has therefore not been tested for validity or reliability. However,
this measure could be considered both valid and reliable for the
following reasons. The validity of the tool can be demonstrated by its
ability to reflect the experience of the larger population of hospice
clients through a small, nonrandom sample; its ability to explore the
client's sense of control(i.e., success) in the "context" of the crisis;
and its ability to use standardized questions within the sample group to
establish consistency. The reliability of the tool can be demonstrated
in its simplicity: it can be duplicated or repeated easily {test-re-test
reliability), and it contains standardized questions which are clearly
relevant to the client's present situation.
CHAPTER 4
PRESENTATION OF RESULTS
This chapter will present the statistical results of this
research project by means of descriptive analysis. The focus of
analysis will be on the presentation of frequencies and percentages for
the dependent variable successful pain management. Discussion will
begin with a written exploration of main findings followed by data in
tabular form.
Of the 170 active clients available during the time frame of the
project 11 clients (5 caregivers and 6 patients) responded to
"Successful Pain Management With Social work Noninvasive Interventions
Questionnaire." Table 1 provides the distribution of the sample on
indicators of pain management based on the 11 respondents. There were
nine indicators: four representing feelings of successful pain
management--comfortableness, hopefulness, peacefulness, relaxed; four
representing feelings of unsuccessful pain management--
uncomfortableness, fearfulness, anxiousness, tension; and one
neutral/general feeling—pain. Responses by the ten respondents were
ninety and nine tenths percent (90.9%), with only one respondent
refusing to answer one question. The responses were predominantly
grouped in the middle of the five response options, "rarely, sometimes,
often," for all nine indicators. The extremes of "never" or "always"
rarely had more than two responses per indicator, if any.
The distribution on the four indicators (see Table 1)
representing feelings of successful pain management--comfortableness,
hopefulness, peacefulness, relaxed—suggest adequate/moderate success,
with the most frequent choice of response being "sometimes" in three of
the four indicators. Responses to "feeling comfortable" suggest comfort
levels were adequate with 45.Sis selecting "sometimes" and 36.4'i5
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selecting "often," Responses to "feeling hopeful" reflect an adequate
sense of hope; "often" at 36.4^, "sometimes" at 27.3%, and "always" at
18.2%. It should be noted one respondent declined to select a response
to this indicator. Responses to "feeling peaceful" and "feeling
relaxed" were similar with "sometimes" at 63.6% and "often" at 18.2% for
both. The responses of these four indicators appear homogeneous, with
"sometimes" being the most common response chosen.
By comparison and paradoxical to the above findings, the
distributions of the four indicators which represent feelings of
unsuccessful pain management—anxiousness, fearfulness, tension,
uncomfortableness (see Table 1) suggests that pain is not being
addressed successfully. In three of the four indicators, "often" was
the most frequent choice made by the respondents. The respondents to
the indicator "feeling uncomfortable" rated "sometimes" as the most
frequently selected response, thus giving the appearance of adequate
success for these indicators as well. Respondents to "feeling anxious"
reported "often" as the most frequently selected response at 54.5'"^,
followed closely by "sometimes" at 36.4%. Responses to the item
"feeling fear" were divided almost evenly among "rarely," "sometimes,"
"often," and "always," suggesting inadequate success. Responses to the
item "feeling tension" suggest that pain was not being successfully
managed: "often" at 54.5%, "sometimes" at 27.3%, and "always" at 9.1%.
Responses to the item "feeling uncomfortable" were concentrated, with
72.7% at "sometimes," again suggesting adequate success. In responses
to the variable "feeling pain," the most neutral indicator, respondents'
choices were distributed as follows: "often" at 45.5%, "sometimes" at











































































Table 2 displays the distribution of the sample on total pain
management from responses to "Successful Pain Management With Social
Work Noninvasive Interventions Questionnaire." The possible range of
scores was 9 to 45, with more successful pain management indicated by
higher scores. The responses to the nine indicators were collapsed to
form a composite of the scores for Table 2. To create uniformity in
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scoring, items 2,4,6,8, and 9 (feelings representing unsuccessful pain
management) were recoded prior to compiling the composite. A score of
31-45 indicates a high success of pain management. A score of 21-31
indicates a moderate success of pain management. A score of 9-20
indicates a low success of pain management.
TABLE 2.
DISTRIBUTION OF SAMPLE ON TOTAL PAIN MANAGEMENT
Value Number Percent
High (31-45) 2 18.20
Medium (21-31) 8 72.70
Low (9-20) 1 9.10
Total 11 100.00
Mode: 24.00 Median: 26.00 Mean: 25.909 SD: 5.540
Multiple modes exist.
Table 2 shows that the majority of respondents, 12.2% or 8 of 11
respondents, scored in the middle range of successful pain management.
This cluster of moderate scores suggests a diversity of choices among
the nine indicators by an individual respondent, and thereby raises
concerns about the tools reliability. For example: marking "always" for
"feeling hopeful" did not necessarily prompt marking "always" for
"feeling peaceful" or marking "often" for "feeling fear" and "often" for
"feeling comfortable" by the same respondent. Only one respondent's
score of 16.00 suggests un-satisfactory success with pain management
while two respondents' scores of 34.00 and 35.00 suggested very
satisfactory success with pain management.
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The concentration of scores in the moderate range suggest a
homogeneous sampling of the population of hospice clients. The mean
score was 25.91 and the standard diviation was 5.54, with multi-modal
distribution. This suggests that the noninvasive interventions of
social workers among hospice clients may have had a moderate effect on
clients pain management. Thus the data indicates that the hypothesis of
this research, "Noninvasive interventions offered by social workers will
enhance successful pain management by the hospice client population,"
can be moderately supported, keeping in mind that the design of this




As noted earlier, current research by social workers in the area
of palliative care is all but absent. The research reported in this
document examines the role that social workers play in assisting hospice
clients. More specifically, this study sought to evaluate the
effectiveness of using noninvasive intervention strategies, as
administered by a social work practitioner, to enhance successful pain
management among the hospice client population. Based on the analysis
of the data the following discussion presents: identification of the
major finding; interpretation of that finding based on data analysis,
underscoring how consistent or inconsistent the finding is with other
investigations; the finding's implications for social work practice; and
recommendations for future research with regard to the major finding.
The major finding of this research project was that noninvasive
interventions of social workers appeared to have had a moderate impact
on successful pain management among the hospice client population. The
homogeneity of scores noted in Table 2 and the distribution of scores
within and among the nine indicators noted in Table 1 support this
finding. The evidence of the impact of noninvasive interventions,
though moderate, validates the conceptual framework used in this
research. Thus it appears that noninvasive interventions are necessary
for a balanced approach to successful pain management. The balance is
brought about by the noninvasive interventions of social workers—"self-
empowering," reinforcing the client's full control of self, environment,
treatment, and death during this time of crisis--and working within an
interdisciplinary care structure. Finally, the grounding of noninvasive
interventions in a general systemic paradigm insures that services are
rendered to the client, primary caregiver, and patient alike.
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It should be noted that no definitive relationship between
successful pain management and noninvasive interventions can be
established in this research. This is attributed to the research
design. The design did not include gathering base line data, thus
establishing low internal validity where by a causal relationship could
not be established.
Though no causal relationship could be established the finding
of this research is confirmed in the other academic research.
Literature noted earlier supports this observation. (See Teaman and
Ward, 1992; Turk and Feldman, 1992.) Several related studies that would
tend to confirm the finding of this research are as follows. Dobratz,
Burns, and Oden conducted an exploratory descriptive study of pain in
home hospice cancer patients in 1989. They reported a strong
relationship between pain and managing the psychosocial issues of
terminal illness.^ Fishman conducted research in 1992 using cognitive
behavioral therapy to address pain-related suffering in terminal
illness. His findings suggest a strong relationship between the use of
cognitive behavioral therapy and successful pain management.’ There
are, however, no recent studies with a similar focus or methodology
known to this researcher that would confirm or dis-confirm the finding
of this project definitively.
The finding of this research may have implications for hospice
social work. If the noninvasive interventions of social workers do
impact, even moderately, the success of pain management, then more
intentional and extensive practice efforts could focus in this
direction, utilizing a variety of strategies, both traditional and
alternative. Based on the finding of this research, hospice social
workers could feel a measure of success in that their efforts, though
^Dobratz, Burns, and Oden, 177-31.
^Fishman, 73-87.
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difficult to track, are making a noticeable difference in the quality of
life for the hospice clients they serve. Social workers in hospice
settings are encouraged to generate quantifiable data through research
and document their findings in professional literature. The results
could assist in a more complete understanding of the relationship
between the particular professional practice contributions that social
work makes in enhancing successful pain management and the hospice
clients ability to successfully address the psychosocial concerns
related to pain management. Academic and practice training programs for
future social workers are encouraged to include palliative care issues,
giving particular consideration to cultural and personal issues of death
and dying. Professionally, it is also recommended that social workers
advocate for and are recognized for their unique contributions to the
interdisciplinary team of the hospice setting in professional
literature.
Future investigation regarding the finding of this research is
recommended. Clearly more data are needed both from the hospice client
population and hospice social workers. A longer and more extensive
study of the relationship between social workers and successful pain
management among hospice clients is suggested. For example, if this
study were to be repeated the following modifications are recommended:
gather baseline data; gather data over a longer period of time and from
a larger group of clients; include clients in the design of the tool;
use or design a tool with strong validity and reliability; use a
combination of quantitative and qualitative data gathering techniques;
track the use of specific interventions or techniques (such as Cognitive
Behavioral Therapy); and possibly work with more than one hospice.
Given the potential and observed impact of social workers in the area of
palliative care, future research elaborating on the relationship between
social worker noninvasive interventions and successful pain management
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among hospice clients is needed to further legitimate the impact of the
profession of social work in the area of hospice so as to ensure that
hospice clients are receiving the most effective and best services.
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